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Preface

° The development work reported here was the first in a planned series of ¢
steps aimed at evaluating--in performance terms--certain outcomes of the
University of Puerto Rico's special Curso de Perfeccionamiento (an offering
provided for unlicensed graduates of foreign medical schools). The intent of
the projected evaluation scheme was to assess the Curso's effects on the 'qual-
1ty of med1ca1 care and on community hearth" as engaged in by those Curso
graduates who 1ater approved the state licensure examinations and took on vari-

ous assignmepts around the Island. % d

As it /turned out,. mounting such an evaluation ﬁdan proved costly beyond

- Ay

the means /of the existing érant} moreover, it also became clear that the Curso
graduatey were entering a much wider rdnge of medical practice (and study)

opportunities than had originally been ant1c1pated It was not possible to

continue this particular line of evaluat10n work (although several other as-

e staff of the Curso and other members of the‘;edical'eemmuﬁ;ty saw
,“however, in the initial step of defining adequate care if’ measurable
It was felt that the specification of such criteria--even if not

refined to the ultimate form needed in-an evaluatien gf performance--would
hive a number of potential apﬁlications in Puerto,Rigd.‘ These are discussegd
n the body of the report. e '

The Project\was initiated in the Fall of’§970, and the work of revision
'sontinued for some time after that. Three primary sorts of ''guidance' were
employed durlng this per10d (a)- a review of the literature on definition and
-measurement of quality med1ca1 care (ava11ab1e as ET§ Project Report 73- -23);
(b) the-experience and expertlse of a number of medical personnel in Puerto
Rico who prepared the initial topics and criteria, and.some of whom later're-
viewed and refined the projeet products;-and ‘(c) the assistance provided by
ETS professional staff 1n matters related to criterion- spec1f1cat10n and measure-
ment requirements. The ETS "function" was to facilitate the operational
statement of criteria, to aid in the def1n1t10n of quality care dimensions,
to record the committee deliberations, and to prepare the gdidelines'in‘written

form both before and after committee review. The'major work, of course, was

. .
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medical in nature, and it was tgs Puerto Rican medical personnel involved
who directed the conference and outlined its scope, who determined the areas,
topics, and specifications needed, and who ultimately jJﬁged,the adeqlacy of

the criteria thus formulated.

As noted by one of the participa;ts, the process involved was ‘probably
as valuable as the producf; For this reaspn, several versions of the criteria
are in¢luded in this report--to indicate something of the historicél Qevelop-
ment involved and the changing assumptions that underlay the revisions made.
In addition, of course, the very fact of such a conference and the dedica-
tion of itslmémbers in cooperatively attacking the ¢riterion problem is a

notable aspect of the process. Finally, inclusion of the several successive

versions may enhanke the potential applications of the quality-care criteria.
< &
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. INTRODUCTION AND PURPOSE

In 1569, the Mediéal_School of the .University of Pueito Riqp (UPR) re-
ceived @ grant from ‘the National Center for Heglth Services Research and
Development (Public Health Service, HEW) to plan and coﬁduct-—as a demonstra-
tion’ project--a special‘retraining prograﬁ for physicians who had failed to’
approve the licensure examinations of the Puerto Rico Bogrd of Medical Ex- ,
aminers. These physicians, graduates of foreign medicaloschools, were iden- -
tified and 'subsequently given an opportunity to enroll in a six-month "Curso
de Perfeccionamiento' which included sdpervised clinical practice along with
lectures and seminars in the basic and clinical sciences. At this time, the
UPR medical staff is 'in the midst of the fourth Curso, and thus a total of

approximately %90 men and women physicians have undertaken this special program.

A primary goal was to increasé the manpower pool available for service

in the Department oj Health, particularly in the local Health_ Centers in out-
" ¢
lying regions. A ¢ ypanion purpose was to improiejfhe quality of medical

/care prov1§ed and to increase the attention given yo community and preventive

ter licensure. If thls were done, then not only could the pre-

L 4

parameters of such perfqormance--ks a sensitive matter. But it was .also rec-

. . (“
ognized that equally sensitive \matter was the assurance that medical

v

.- step, precedlng ang actual development or a mlnlstratlon of measures in the
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1. to develop an operatiorgl definiti;m df-what'constitutes good on-

rY

[N

the-job medical practice by the'individual physician

- »

‘to structure that definition mu1t1~d1mens1ona11y, that is,-to p051t

[NV
.

several independent but related areas of act1V1ty rathertthan a
unidimensional trait of !'quality" N .
, o
- 3. to identify, within those dimensions, the particular attributes

(knowledges, skills, or characterlstlcs) deemed necessary to a- o

m1n1ma11X7acceptab1e practlce of medicine ‘ ’

L4
4. to relate those‘dimensions to the practice of physicians in the
local Health Centers of .Puerto Rico (whether or not the ‘directors

N of such centers) N

. 5. -"to relate those’ dimensions and spec1f1c cr1ter1€_an1t1a14y to a
part1cu1ar population (the 11censed gradudtes of. the speo1a1 Curso)
. . @ o ¢ )
B . .~ 6. to treat the total physician role, and thus to delineate aspects <
" of "med1ca1 care'" within a system as opposed to "medical pract1ce"

™ (which m1ght be construed only as clinical in nature) ° \

- 7. to establlsh the criterion guidelines necessary for the con51dera—

tion of appropr1ate measurement procedures

ey

- PROCEDURE ' - X >

The UPR project staff selected the‘vital'”Competency Committee," its
general chairman,’ and u1t1mate1y the three subgroups which would deal w1th
the criterion questlon. "The 25 members represented the Reglonal Medical”
Program, the Department of Health, the Béard of Medical Examiners, the School
of nglic Health, and.the Medical School faculty (the largest proportion
belonging to the latter, but spread_qver a\w%de spectrum of departménts).
Appendix A names all the,g;tive barticipants, including prcject staff members

and ETS professional pers nel involved (which included a statesiae MD" con-

sultant). : -

~  Of special imporgknce was the creation of the '"core committee," or ex--

ecutive group, con51st1ng of 9 members who became central to both the

development process and 'the rev1ew/ref1nement function. | .

\ ¢ < Prnasray s ~
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Several principal members of the total proJect met 1n,advance to outline
the agenda and decide on effectlve gxoup.and subgroup strategies. . At that

time it was decided to approach the LHC physician's role from three points

‘of viewa ambulatory practice, LHC hospital, and communit& medicine. Other

advange preparations included (a) the summary of the relevant research,

(b) the mailing of a few selected papers to each participant, (c) the gather-
ing of available descriptive data on the clinics, patient loads, dlsease T
frequenc1es, role descriptions, equipment, etc., of representatlve Locall
Health Centers, (d) de11neat10ns of plans and expectatlons communlcated to
the Committ'ee members, and (e) dup11catlon of sample materials such as an
outline of an already-published check11st for management of a case of myo-

cardial infarction.

Tne th}ee-day conference itself was held in December 1970,.at a site

away from the daily busyness of participants. Dr. Luis Miranda, the cqnfefenge
chairman, opened the session with an overview of the Curso and the immediate
purposes. This was followed by brief presentatlons by three ETS consultants:
Dr. J. A. Davis who spoke on evaluation (see Appendlx B for a_summary of his
presentation); Dr. William Kastrinos on the development of performance speci-
ficatiens; and Dr. Roderick Inonside'on the literatune review, dimensipns,
and discrete cr1terla. Dr. Miranda, assisted by Dr. Egidio Colon-Rivera, - ,
set the stage*for action by giving the participants their specific charge '

and outlining the anticipated schedule.

¥

Each of the three subgroups (see Appendix A) f1rst determlned wh1ch
aspects '6f their g1ven areas they would include and wh1ch omit, under guid-
ance of-the subgroup cha1rman. That formidable task accompllshed, they then
concentrated on spec1f1c criteria within aspects for‘the’Tomainder of the

,;onference. At times the subgroups broke into smaller commlttees of 2 or 3,
and then reconvened to reath consensus. It goes without saying that the

dlSCuSSlOTlS were 1nten51ve exten51ve, and comPrehens;ve.

At the end of day one each subgroup reported its decisions on what
topics would be covered and on day three submitted written reports of the
detailed outcomes (in terms of. both top1cs and criteria) to all part1c1pants

‘
4 . ¢
<

for discussion.
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And discussion there was! The final.session resulted in a number of
agreed-upon changes in the output of each subgroup, reinforcing the valuesof
giving the tota1 conference time and opportunity to consider and revise--on

the spot. It should be added that or a number of p01nts consensus Was reached

L4 "

s )
.
-

»

but not ‘unanimous approval

‘

IMMEDIATE OUTCOMES |

The "final reports" ‘of the conference/comprlsed the output of each sub-
group” separately hosp1ta1, ambulatory, and communlty medicine. Because
they were somewhat different in nature from one another, and contained certain
notable segments, they are summarized here'Leven though .a large portion‘of
these 1mmed1ate outcomes were soon rev1sed cons1derab1y into a single frame-

" work. - . . .

* A Ho8pital Group,

v

,

bevelooed'record forms for use. in stud}ing and evaluating

records (as a check on quality care) on several presenting
conditions (not diseases) which would presumably warrant -
hospital admission. Simple indicators of minimum care were

'chosen, and generally followed this outline: .

a) initial workup and criteria for admission
b) diagnosis and specific pian of care
¢) treatment-and follow-up

d) disposition ) :

-

The fctual record forms are extensive and will be found'in a later

section. Cr;terla fotr Ehy51c1an behavior were presented in terms

of the separate disease-oriented activities listed for each

‘presenting complaint.

The 4-part gqutline was further broken into a general outline
applicable to virtually any disease or disorder, and containing ‘
17 sequential elements. The idea was that for "any given com-
plaint, the specific necessary features would be entered into

this outline, recorded, and 3udged as essential or not essent1a1

>
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When 1t was app11ed to*complalnts, however, it appeared
necessary to have different kinds of Jodgemental systems (as '
will be seen in the actual record forms(developed)

4 -

(3.) Listed ‘four requ1rements for the dévelopment of such record

-

forms, in order to do the job: The forms must cover and 1nc1ude:

a) evidence that the clinical problem has been identi-
fied - -+ « . J . ’

b) patient risks have been?ldentlfled

c) criteria for good in.patient care have been met

d) if patient referred, evaluation of referral form

(4:) Considered the question of the "human and environment factors"

which affect physician performance, resulting in a list of 10

such factors; and adopted sets of criteria and requirements having

to dd with general standards for Health Center facilities,

P conditions, and personnel.

B. Ambulatory Group

'

(1.) Outlined-.in great deta11 the total role of the physician in a
Health Center, as well as the working sltuatlon policy and
other elements. Much of this was topical (regardlng the setting)

and set no standards or requ1rements, as to physician behaviors

in the delivery of care, howéver, the cr1ter1a were presented
in terms of specific questions--which carried an implicit

standard of "yes'" answers.

+

(2.) The top1ca1 outline was as follows

1. Concerning the General Seﬁting o

LN

A. General health policy

. : ’ resources, supervision, evaluation
. \ L]

B. Local health policy

L4

E'statistiqal reports, services offered, clindics
< \\ . ?

A}

LY

e
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physical set-up, equipnent, services, medical

C. Facilitdes and resources

v

/yanpower,'other personnel o
: ‘ II. Concerning the Health Process
A. Medical records and referral

., B. Health center statistical records

LY
IT1. Communications

x&\Physician with health team - .
) active participation, consultation,

: . . personal relationships

B. bnysician with paramedics
supervision and feedback (give questionnaires

to paramedic, personnel)

' -

C. Physician with patients (questionnaire to patients)

1. Personal relationship - R

(e.g., "Does physician know your name?{)_‘

v T ’ 2, Professional relationship (relating to history,
physicadl, diagnosis,'treatment,\prevention,

B rehabik;tation,qad%i&e} (e.g., '"Did he t%fe

] a history beyond your chief complaint?" . '"Were

. ' you told whether disease was -contagious?')

.

- \ . D. Phy51c1an w1th base hospital

- . adm1nlstrat1ve, referrals (e. g "Does physician.
' P .o 'include short history and pertinent findings?"

e ' g "Did physician receive féedback from hospital?") !/

E.” Physician ‘with local community
. , ’ (e,g., "Is he widling or available to give medical _,
~ . . . lectures or demonstrations to community groups?'")
‘ ‘ ) M
(3.) The group pointedly noted that its output constituted gu1de11nes
for the selection ‘of cr1ter1a, father than a set of formulated

- + criteria. Thus! very few,actual standards were statéd and certain

.

1 %
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‘questions were not included (such as admission or unnecessary

. ot treatment).” '

(4.)

As noted in 111-C-2 above, it was suggested that the patient .

in effect "evaluate" the physician with respect to a,wide

range of physician behaviers and communications.
4

«(S:)
* look for the following; these might be done

It was proposed that the outside evaluator, in'studying. records,
¢ 13

in reviewing all .o
records, or in a spot-check, or for records on a given condition
’ d

¢ - in the LHC., .

a) pertinence and relevance of history, physical,
’ B )'
i as related to chiegﬁfom laint
) -
b)

agreement of diagnosis, lab, treatment, as .
related to chemical data )

[y

c)

d)

“e)

£)

evidence of proper disposition (ambulatory

=

care, hospital, or referral)

quality offreferral notes

frequency‘ofﬂﬁpllow up, as related to 111ness,-

severlty,'treatment _ ' Toe
interest in personal follow-up

<

<
C.

Community Medicine Group ‘e

°

(1.)‘ Qutlined in cpnsidefable detail thé total role of the LHQ

overall health care. _The .

physician re community medicine but within a necessary contexb‘
. of the system and organization E&

original catalog of 11 topical areas was reduced to 8.

.While the committee discussed-:the importance of the LHC facility

and resources, and of the constraints of

;tj{health care system,

its final report was presented in/terms ofsthe phy51c1a£ and his

. particular responsibilities.

Each toplc-was amp11f1ed by' criterion

statements (1s ‘aware of‘ does, examines, keeps, uses, etc.)

t e . -
v “ - .

v

12 ' -
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- wh1ch in sum gave a very clear picture of the phy51cr%n~s r01e
- \
*in communlty health Thus phx§1c1an behaviors were dealt with
< : ’/ o~ direftly, 1p behav1ora1 ‘terms. e ' o
- ° . A .
N (3.) The topical oufli'neL with examples‘:was:
", o \\ I. Leglslatlon‘ﬁfféctxng med1ca1 practlce T .
] B R ﬁ. s
o< . * LI
L .7 -A. He compiles w1th ex15t1ng.1aws and regulatlons Lot
‘ L. T T (e g pract1ce of abortion, Téporting 6f "::;Zi
<A B r ecmmpnlcable diseases and cancer).
& ) ‘ ?‘ 4:' ) ¢ . .
) . II. Prevention of communicable and noncommunicable- diseases
. A. He has a.regular immunization program, .. .
BRI B. He takes pecessary measurqs to proteci..:,
. ¢. He act1ve1y part1c1pates\rn all groups that . .
* .~ sponsor early -detection programs..r !
* , P : .
~ 4

III, Ofganization and util1zat10n of health\sery1ces
L« 3 <

A. Refers patlents to other medical and paramedlcal

AR N -

*y

personnel at all levels, and to other community

- . ; > . . i €
L I e * . s .
. m S ‘ agencies : L

. B. He is aware .of the extent of use... ¢
R 2N ) . ' S ) :
IV. Group work and relations <0 -
) e :l .
: ¥ % A. He works effectively witb other members of the
’ L . " health tedm (e.g., is a source pf ideas, promotes
o " and accepts chinge) T,
N ) o B L S
' V. Relatipn between environment and health
A. Keeps clean and orderly environment at work in-
_ cluding water and toilet facifities
. SR
) X B. Is'awa;e of physical, social, and emotional .
oo Factors that affect the health of:the communityj

Qan& takes measures to-correct them where feasihble

(e.g., air and water pollution, faﬁily~setting)‘

Y
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T VI. Health economics

A. Takes cost into consideration in rélation to

U family economic,situation
. B. Is awaré of benefits patients entitled to .
. T . (e.g., Medicare, VA, Social Security) s )
I. Population dynamics '
T . A, Organizes and plans health services...in )
. : relation to population changes_ ]
B. Is aware of overpopulation problems and takes |
, e measures to estab11sh family p1ann1ng... r ’ 1
VIII. Keep1ng up with, community needs and professional : ' -
e O . .
P préparatlon g . X !
e e 0 :‘ -t i
fﬁL;,‘;ﬂ. PN ’K‘ eeps~1ﬁ£ormed\gf commun1ty needs through 1
: «.surveys, meeting w1tﬁ‘leaders... '
. . -B. Keeps informed in profess1onal f1e1& N .
Rl “ Ky “. "\";A~\ j
. . (e g., meetings, read1ng, rev1ew1ng); _f' . i |
OVERALL TOPTICS AND CRITERIA . ‘ S e

. The products of the conference were next compiled into a single docunept . /;752 j

;{ which combined the concerns and the spec1f1cs of the hosp1ta1 ambulatory,s ., X /,a ' 1
‘and communlty subgroups. The sources used in this comp11at1on lncluded }’/f ’

. (a) the "final" written subgroup reports, (b) notes taken durlng the dellbefa- ‘z{ _ ,

tions, (c) a tape of the termlnal conference sess1on where reports were dls- L
cussed and somewhat rev1sed (d) the Curso staff recommendat1ons, and (e) .-

a review by the ETS medical qonsultant. Coe Tl o '// . LI

" -

. . ’ Y f S I
Paramount concern in thls documerit was w1th the d1méns1ons’of{m%21cal
care. The total range of sources was used in abstracting th /common.a{;kna .
sions wh1ch-appeared in the three subgroup‘reports. After these themes were
identified, the separate elements of béhavior or knowYedge or attitude or
'env1ronmenp were subsumed, resilting in the e11m1nat1on of considérable over- o
lap and repetit&on'(for exampie, in the domain of referrals). Another"

:

-
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prlorlty was to~state the ava11ab1e Standards as much as possible in per- ~
formance terms, however, little 119én$e was exerclsed and the result 1s

uneven"--1n the sense that some topncs are, detalled 1nto behavioral state-/

ments wh11eother8mere1y suggest.an.area of concern. "The number of spec1f1c

, and prec1se indicators is small And a th1rd major purpose was to integrate

the WOrk of the 3 subgroups to reflect the real-world 51tuat10n where the

1nd1v1dua1 physic1an would be workghg in hospital, out-patient department,
and communlt& health c11n1cs ' ’,, ' . //‘ X !
S . .
/
The reorgan1zed formulat1on appears on the follow1ng pages under- the
" title "Comp11at1on of All_Conference OutcOmes on Performance Cr1terla ”

This is d1v1ded into. four sectlons Z' D1men51ons of Medlcal Care, of wh1ch

9 are presented- II Related D;men51ons, {two), concerned w1th non~med1ca1
top1cs and cr1ter1a, 111, EnV1tonmenta1 actors Affectlng Qua11ty of Judge-

ment and Performance, and IV Record FA :s for Bvaluat1on of Phy51c1an :
tter ‘were examples only, chosen '

Handllng of Presentlng Comp1a1n1:s3 The.'.
at the Copferbnoe out of -4 Large number ‘0 posS1b111t1es T
. \. :

i

'gh 1ndeed be\rare espec1a1Iy With reference to some rural Health Center

faolthles and resources. The' p1cture that emerges 1s a. somewhat ideal one;

descr1bes an LHC, drreCtor 1n many of 1ts part1cu1ars.
since it ,was anf¥cipated

moreover 1t clearly

'At the tfme of the o\hf
. i
f . fthat some Curso phy51c1an§,wou1d be aSs;gned to small LHC's where they m1ght

have or shére the di&ector>s\respon51b1}it1es ' ) .

erence that’ was purposeful

. ]
R : .
AR "\
S As may>betapparent from the\materlal ftself the Conference members\
: N

H

o SRED ) N AN
also con51dered - CoNy NN

N . N - \\ .

\
ROUZEEN

@h1losoph1cal d1fference that does not show up in the mafer1a1--but

wh1ch was the sub;ect of some dlsagreement in the Conference--relates to the |
One "schooI of thought" held that the

-

'va11d1fy*of measurement techn1ques.
4 ‘!‘. - e

-
-
—
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- \
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c ntinued on page 37 -
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- cdn51dered”measurement 1mpl1cat1ons “in their erk Study'of records was em- f
ph351zed alﬁhough observatlon, 1ntexV1ews ratlﬁgs, and patlent feedback were
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Comp11at10n,of All Coaference Outcomes on Performance Criteria

Sect1on I" Dimensions of Medical.Gare

- ‘ 'L— ; /‘ / - T . - ; N ‘ ' ,
We . . \. .
.. A, Commun1txgand Famlly Protect1on~ "_ ‘ - . \
vt S - Keeps Center ‘and offlce fa0111t1es sanitary (1nc1ud1ng w&ter and
: "' to;let fac111t1e§3

‘y /_ / ’ ¢ - .\.

2. (a)Keeps informed of environmental factors that affect cpmmun ty
health, ‘and of community health needs. K\

\

(b)Takes measures to - correct these factors where feasible:

L7 P (L san;tary .facilities and conditions
(2) air and water pollution -
’ s ,/L3),£am11y settings and stresses
o RN v ,(4) _cultural and religious patterns
T et /
ST i T (5) nutr1t10n needs
e ,fﬂ,, (6)-commun1ty economic situation ‘
~ P Ve -

(7) overpopulation problems -
- counsels families
-‘conducts family planning program
) - refers to existing agencies
- < - (8) communicable disease outbreak (e.g., hepatltls, <influenza)
. - ., - traces source .
immunizes : “
. . keeps needed med1c1nes on hand '
PR follows! patients and contacts :
’ (9) under- .or over-utilization of local health services
3. - Conducts regular immunization programs for smalipox, DTP, polio,
measles. . '

N
1) ] ]

4. (a)Participates jn all groups, committees, societies, clubs, that
work for early detection of heart dlsease, glaucoma, TB, VD, cancer,
diabetes. . ‘

(b)Coordinates his efforts with these other groups.
> (¢)Initiates: preventive clinics for these conditions;
; - uses outside personnel
.- works to insure that all who.should attend do attend
. - keeps clinic attendance records -

- utilizes paramedical personnel in clinic operatlons
(d)Encourages populg&gon to have regular complete PE's,
(e)Initiates and works in prenatal and well-baby clinics.
‘5,.(f)Performs complete PE on susceptible patients or those who have

symptoms. ) . .

?

5. - Conducts educational programs and efforts for individuals, for the
- community, and for other health care personnel (before and-after
problems erupt).
» - communicable disedges

- - sanitation ‘and pollution \
- .~ major non-communicable diseases )
Y - -family planning . h .
Q 6. - Conducts routine PE's on school children in the schools, ¢
’ - . v )
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B. Participation and Communication Within the Total Health System
1. -'Works efféctively with all members of the local health team
(a) attends meetings and conferences (on time)--of several sorts

) i <« . (b) part1c1pates actively in these meetings . :
‘ . (c) has good interrelationships with colleagues ’ ,
_ (d) utilizes other physicians for consultations J .
~ ’ (e) focuses attention on local problems and questions \
(f) is a source. of ideas, proposals, solutions - \

(g) promotes and accepts change
. (h) takes initiative re local problems -
(1) orgamzes and utilizes groups and individuals ()ncludlng

> non-medical persons) in'making cfrtain decisions
' _ (j) supervises, assists.and gives feedback to paramed1ca1
. .+ -personnel . .
. (k) understands medical roles, and assigns and calls on people .
accordingly (clinics, E.R., hospital, education)
L (1) knows local policies concerning personnel, pharmacy,

referrals, consultation . )
2. - Works effectively with the base hospital.
(a) knows the specialists at base hospital . = |
4 , (b) knows and uses the correct referral channels
(c) knows how referrals are handled at base hospital
(d) knows how to call on specialists for either clinic work

- or consultation . 1*
3. (a)Makes appropriate and accurate use_of referral systems.

(1) refers at local level where1needéd ' . 7
- from E.R. to OPD - /?(.
- to.local private hospital . PR AP

: to appropriate paramedicals ot

v (2) refers to base (regional) hospital .from E.R. or OPD

’ - refers directly by name .

<t . - prepares referral himself (not left to a paramedlcal)

(3) prepares referrals which:

- are legible oL
‘- contain history and physical findings
- include reasons for referral = - . °

- include his diagnostic impressions "

- show that he attempted to diagnose “

- include any therapy already given

I
v

S

o (4) takes patient risks into account ;
- (5) asks for specific feedback from hosplta} Y
A L ' . - arrival of patient

- medical report » g

- seen by right spec1a115t
(6) makes .only necessary referrals
(7) refers to appropriate specialist. or’pfflce
% " . (b)Keeps adequate records of all re£errals and feedback

PR
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B. Participation and Communication, continued ’ -

4. - Is aware of regulations and recommendations re: .
- patient-doctor ratios . ‘
- permissible roles of paramedicais !

_— - priorities in the use of resources c
,)/ A - reporting of local data to-Region and Department
3 , 5. - Maintains all necessary local .records. . Lt
A (a) keeps them available )
v ;- (b) keeps them organized
. (c) keeps them legible
: (d) makes them complete and accurate : . A
- (¢} records use of paramedical personpel’
(f) reco¥ds vital statistics .
(g) records clinic attendance . t
(h) .uses standard forms ; .
R (1) keeps clinical records on patlents
“ (1) relates history and PE to chief complaint
(2), d1agn051s, lab results, and therapy aﬁree !
/ 5 in/ terms of chemical data
' (3) disposition is made clear P
. . (4) referral notes are appropriate, comple%e
o (5) follow- -ups are done (depending on severity, ’
. therapy, diagnosed 111ness)
, (6D records local statistics
A (1) # patients seen per clinic ~
. ) (2) types of clinics offered .
. (3) surgery performed and outcomes ~
. 4 % of patients in E.R. seen by physician on
; -3 night call
' ) ‘ (5) diagnpstic procedures employed
S0 (6) medications used for particular illnesses
a4 (7) ipatients who already have a medical record
»C: Utilization of Manpower Resources in the H.C. and'in the commun}ty
1. - Provides 1neserv1ce training for paraprofessionals in order to increase
Health sefvices available. ot
L, 2. - Ma1nta1ns'H C. morale and sees that employees are punctual, respop-
- sible, and stay on job., o
- Gives respon51b111ty to paramedlcals as approprlate ”-?:'f
4, - Con%ults with and. makes use of other agencies in communlﬁy as needed
. physicians °
- private clinics or hospitals
) \';- volunteer groups (aides, educatlon, etc. ) N
~ - social agenc1es S : .
- dentlst \ ’ 43'

5. - Attempts to recrult ahd retain adequate staff for .H.C.

6. - Conducts or partlcrpates in (weekly) meetings for sake of communlcatlon,7
- morale, knowledge of needs,, and best.assignments for H.C. staff.

L
s

PN NI

U
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D. Utilization of ic111t1es Materials, Supplies at the H.C. and in the
Communi ty
®
1. - Makes proper use of
- laboratory facilities and equipment
- EKG machinery ) ) <
- X-ray machinery N
-.equipment for PE .
- operating room i v
2. - Makes sure paraprofessionals and nurses can properly use the above.
3. - Uses medicines -properly. ’ Y .
~ - checks allergies before»dispeng ng ]
- distinguiShes between toxins and xoids, and among antibiotics
- does not useaphere patient r1sks aré~involved or where-.con- .
traindicated
- does not use drugs-which are now consldered dangerous because
. Of side effects
- supervises administration of med1c1nes
N [ .
4. - Makes sure equipment stays in working order.
- diagnostic equipment .
- ambulance
- immunization
5. - Makes ‘sure that supplies are kept on hand. .
- medicines (standard and emergency)
- medical supplies
- surgical supplies - “ s
< diagnostic supplies
6. - Knows about and makes use of community facilities when needed,
(transportatlon, private hospital, clinics, pharmacies)
7. - Does not hospitalize those who can be treated in OPD.
8. - Does not use outmoded or dangerous equipmenﬂ ’
9. - Maintains orderly, accessible records file (patient and HC).
10. - Keeps beds open--if possible-- for emergencies.
11. - Has private room for consultations with pa;ients. -

gt
>

et T




-

-15- )
} L §

E. C11n1ca1 Evaluation, Treatment, and Dlsp051§§£?\§

5

’

2. - Institutes adequate plan of care -~

. 3.

2

4,

5.

(h) treats 1mmed1ate1y in emergency and acute cases

(Pat1ent Management) .

1. - Follows good procedure in admitting patients to the Health Center
hospital and E.R., or in handling patients in Outpatient Department.

(a) gets all needed specific data on presenting complaint
and initial condition from,patient or ;n Tmant
(b) identifies the clinical problem quickly (clinical work-up) -
(c) decides (appropriately) to admit and diagnose rather -
than refer
(d) determines what current medications patient may be on
(e) identifies patient risks, especially -crucigl ones
(f) studies any records or notes, if pat1ent hds been referred
to local hospital
(g). examines 1mmed1ate1y in emergency and acute cases

(%2 records intake.data, initial decisions:, time, risks.
L3

.

(a) history, personal and family, beyond just the chief complaint
(b) PE, general and speci

() laboratory, routine and special

(d) »studies records of previous hosp1tallzat10n or H.C. treatment
(e) consults as necessary

(f) diagnoses in view of. the above (clarifies the problem)

(g) keeps complete records of all the above

(h) is aware of risks ‘in proposed t;/;tment

* (1) refers as necessary (See B 3)

- Provides proper hospital treatment and follow -up.

(a) diet : @

(b) medication - ) . .

(c) recognizes complications and makes the necessary decisions
(d) continued diagnosis, if ipdicated (re-evaluation of symptoms)
(e) checks non- respond1ng patients

(f) monitors vital signs - R
(g) insures that staff know how to dlspense medicines, USe equipment
(h) insures proper supervision of pa 'S care

(1) protects patient from potential avoidable compllcatlons
(j) ‘early moblllzatlon ]

- Provides proper OPD treatment and follow-up

- checks agreement of diagnosis, 1ab work, and Rx

- administers gppropriate medication

- recognizes potential complicatiofis

- does minor surgery under sanitary conditions

- follows-up depending upon Rx, severity, and nature of 111ness

- insures that staff know how tq dispense medicine, use equ1pment

- Disposes of the case on good grounds and with good advice

(a) refers to base hospital (See B 3) or other agency (local)

(b) makes appointment to a clinic

(c) disgharges after examination and study of records

(d) prescribes medicines, diet, home care, exercise, hygiene

(e) records disposition and reasons

(f) makes appointment for cﬁeckup or repeated treatment .

(g) tells patient what side-effects to expect, how to avoid
¥ - relapses, whether or not to return to work, etc.

(h)'advrses patient on rehabilitation . .

. 20 , :
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Agproach~and Attitudes Toward Patients .,
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3

1.

~

w

- Maintains good personal trelationships with patients:(develops rapport)
- knows names, addresses, .family ‘conditions,: jobs, problems
* - talks $n- understandable language '
- v151ts patlents at home (occa51ona11y)
- gives 1mpress&on of be1ng a '"family physician"

€

3

",

¢

s [ .
2./(a)Takés fam11y s, econpmic 51tuat10n into accaunt in relation to the

r

v 3.

‘costs ‘of
- hospitalization
- drugs
- laboratory procedures

1

(b)Is aware of benefits availdble to patients from various heal

and other sources: v
- medicare
medicaid -
social security,
; vocational rehabilltatlon
- V. A. % -
private insurance « %

(c)Educates individuals and families re these beneflts.L,

-5

- Vlslts patlents, as feasible, as expresdion of concern

’

- at _base-hospital after referral

’

v

A Y

L

h‘v

s

t

»>

’

- at Health Center or *home’after treatment

Productivity : .
‘ o
i . . . s .
1. - Has minimal absenteeism from assignment
Y . ]
L0 : . @
2. -"Maintains ''reasonable' patient load
/
3. - Keeps adequate and clear records : for all patients -
b, . \ . N l.
4. - Meets all ﬁfé scheduled clinic assignments N )
. t N N
y‘ . " v
P .

)

.

t>.p1ans /“
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Participation and Communication in the Local Community v

rd

1.

- Exerts leadership «at the local level: - . - -
- campaigns for preventive clfnics (See A 4) L
,? - takes initidtive re local problems (See A )"
- works effectively with community groups in discussing
and solving ‘local health” problems.
- involves non-medical ﬁ%rsons in d1scu551ng and solving
problems
urges populdce to,take, éﬁvantage of c11n1cs and education

»

o

2. - Gives legtures, demonstratrbns to, community groups’
. & ""“,‘ N

Belongs to local'hedical societies NN

3.

.

4.

Refers pat1ents to other institutions in the community (family. .
counseling, welfare, schools, c¢linic; psychiatrist, the church):
- refers to the correct agency . "
- gives adequate Eeasqns for referral
- usgs proper cha nels )
- keeps records of such referrals 7
. -

Ma1nta1ns open commun1cat10ns c¢hannels between commun1ty and H.C.

w
]

& 0 /.

6.

Partrc1pates 1n¢a11 local groups that‘work for ear?y detection

* of the major non- commun1cab1e dlseases and alcoholism
-5 ‘ 2

| s

Iy - . «

24
’

3

tegislation and Department Requirements .

¢
3.

,V}: -.Complies with ex1st1ng laws and regulatlons.

(a) reports communicable disyases and-cancer

(b) checks on licensing of medical and paramedical personnei\\\\ v
_ . .(c) delegates respohsibility.to those legally qualified s
o (d) réports deaths and births -

(e) maintains all locaL records and forms! N

(f) prescribes and d1spenses drugs and narcotics within the law

(g) issues health, birth, marr1age certificates after

apprqpriate PE . ' '
(h) practices abort10n*w1th1m ‘the law .
“4(i) uses appropriate channels “for referrals DR

v

<
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Section II: Related Dimensions

&
Physician Characteristics

1. - Exerts leadership at local level (see H.l)

2. - Is satisfied in his work
- professional
- financial <
- peer and colleague relationships

- Is professionally honest
- recognlzes mistakes and limitations
- 1is, ethical in all medical matters
- deals honestly with complaints
- deals fairly'with colleagues

<
.

., (a)Keeps informed of the latest developments in the profession

- gttends profe551ona1 meetings

- keeps up with the literature : :

- reviews department and other statistics and reports
(b)Makes self ava11ab1e for self- 1mprovement in knowledge and skills
- Relates.well to the community ds a whole: ’
- maintains commuiication between community and Health Center
_ cooperates with civic authorities

is seen as a positive force for better health conditions

Iy
>

works with local private phy51c1ans

knows the community, its problems,ﬂ%ﬂh its resources
L4

-

K. Patient! Satisfaction
- 1. - Feels that hospital care is adequate
- personnel
- facilities
. - attention to needs

2. - Feels that costs of medical care at Health Center are reasonable
3. - Feels satisfied that he has received ggpd medical attention from-
the physician .
- thorough diagnosis
physical examination (beyond locus of or1g1na1 complaint)
laboratqry work
thorough treatment
assistance in preventive practices
follow-up
referral to othemwagenc1es

v

4. - Is satlsfled with degree of communication with the physician
- has chance to explain his complaints
* - is encouraged to reveal all pertinent 1nformat10n
- is told the diagnosis :
- is told why lab work i3 ordered R
is told reasons for and cautions w1th‘var10us theraples
is toid about prognosis and rehabilitation
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Section III

-

Environmental factors affectlngAqua11ty of judgment and g‘;formance

the working conditions and constraints constituting the physicians' milieu
(Appears. to assume that the physician is a high-quality practitioner, and
these conditions either enhgnce or hinder his performance).

1.°- 'Policy and priorities established by Department of Health and/or locaJ
H.C. director (relatlng to communications, admissions, personnel,
referrals, treatment, finances, reports, clinics, morale, education,
efficiency, regulatlons, etc.) - ¢

Ratios of MD's, nurses, paramedlcs to local population (both in H. C
and in local pr1vate situations) and to size of H.C. hospltal

Ava11ab111ty5££ermanent or on call or scheduled) of trained ancillary
medical people {

consulta@%s and specialists

sanitarian

preventive clinic directors

medical records clerk or librarian

health educator . ~

pharmacist or aide

dentist &

ambulance. driver

social worker?®

medical technicians

school nurse

4. - Patient load

) TR . ;/ -

S.‘QFReferral feedback from base hospital or private agencies

s

< B

6. - Adequate, sanitary, and well-maintained working space (consultation,

nuesery, wa;ilng, examlnatlon, operation, storage, lab) ’

*

7. - Modern%dlagnostlc and laboratory eq_gpment and fac111t1es

v\l‘m
gg. - g@gl1es and. peed with which they can be replenlshed
\,)/»\.?i% x.rﬁa . @
9. - Transportat1on and communication available
10. - Incidence cf disease in locality, particularly serious diseases or
7 those highly contagious ) .

Q

- Hospital facility is adequate to needs and size of local pdpulhtdon
/ . TN
Number and iype of responsibilities and assignments given to the
individual phy51c1an .
T‘ o
Speed with whlch service orders (1ab, records pharmacy) are
executed in. H C.

i
.eographlcalﬁlocatlon of 10ca11ty, and of the H.C., and of. the
‘base hospital:

£




-20-

Section IV *

kecord Forms for Evaluation of PHysician

Handling of Presenting Complaints _

N~ .

General Outline for Presenting Complaints

w e ’ o ' M Not .* Not .
< Essential Essential Done Done
: .
1. Admitting Complaint
2. Admitting Complaint, Explored I
3. Histor}, bersonal
© 4. History, Family .
5. Physisal Exam, General ‘ .
6. Phys;Lal'Exam, Special :
7. Laboratory Procedures, Routihe" . .
8. Laboratory'Procédures, Special
9. Consultation )
- 10, 61agnosis, Initial
1. Diagnhosid, Corrected .
12. Diagnosis, Final
13. .Transfer.'
14. Treatmént .
}é. Follow Up . |
16. Protection of Paéient °
17. Disposition

*»

C
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S Preliminary Form )
.o . CRITERIA FOR EVALUATION OF QUALITY OF f s
) MEDICAL CARE -OF, THE PRIMARY PHYSICIAN IN... : N
‘ N L
A." Pregnancy, Neonatal Problems . - L
= . - ‘ N
Is medical record available? .......... Yes  No A
) ' ’ - .
by . .
Maternal Factors Recorded (History)
Yes No -
1. Age and parity
» ra \ ../. ) ’
2. Duration of pregnancy_- X
L . 3. Outcome‘of previous pregnancies as
' to abortion,’ intrauterine,’ death,
' weight, and congenita} anomalies
4. Maternal diseases-(diabetes, anemia,
' malnutrition) (previousyblood trans-
. fusion) - .
'5. Pregnancy period - ,
‘ Prenatal care [(Place) -
] Diseases during pregnahcy .
’ ’ Drugs used
‘ . ' (Date) (Results)
: Serdlogy - - —_— -
- (Date) (Results)
/
. Type and RH
. ¢ )
6. Duration of labor -
Ist stage hours
b 2nd stage .- hours -
. L
7., Rupturé .of membranes N
" Z(in Telation to onset of labor)
8. Présentation =
I 9. Method of delivery '
& . -
.. ) 10. Date and hour of birth s,
.b,,;{ﬁ — "




. ‘ .
r-3 . ..22- 4"
i .
> < ) o A. . Pregnancy and Neonatal-2=~
\( / N n
v L . . "\ s .,
' Physical findings recorded +*
. Yes Nqé . "
* h“
' Apgar score 1 and 5 minutes -
" Weight
» ’ ' Sex

,
t )
\ “

Complicatioﬁs recotded‘re high risk babies

' . t
Yes No Date § Hour Date Decision § Action Taken
: Identified Referred Correct Incorrect

] ) A . subnormal
‘ . weight (less
, ' than 5 1/2 1bs.)
' ‘- Macrosomia (7 to
' 9k 1bs.)
R Jaundice l1st
\. <\ ~ 24 hours
. . ( .. R o . . . Respiratory diffi-
- ‘ - - Y. culty and/or
L : ) ) B . ° cysanosis
& T : : . . Convulsions

N

Dt . . Infections

. ‘ o Persistent re-
’ ’ . . fusal of feeding
) and vomiting
e ) : X . " Abdominal dis-
) : ‘tention

, . o, Hypo-hyperthermia
- . (persistent) .

v ) ~ . . B Bleeding

BT e T b L : \ Congenital defects

~ Cardlovascular

, . f‘éi\\_ Hydrocephalus \\
i - ‘ Splna Bifida ‘\
! ‘ ' ) Other\(spec1fy) J
. . t ~ . \\\\ .
Yes No . R

CARE OF THE NORMAL NEWBORN BABY
' Feeding adequate (for breast feeding and/or formula)
Weight recording is adequate
Hygienic techniques adequate . .

,  DISPOSITIONS ON DISCHARGE = i A
Adequate instructions for feeding given
Appointment to the Well Baby clinic given .
Adequate“inqtrucgions for hygienic measures given .
3 ‘ . N

. . L *
< . . , A

27 o

I l l’.
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B. DEHYDRATION AND HYDRATING PROCEDURE : R TR

- : ' v ’ I L

~ ' A N
Yes No Age recogded , 'i " b

- Yes No. Initial weight ) T S

. Yes No f Follow up weight (and how frequently) - = {“-

L . B | o
, Recorded Correct Incorrect- ‘ . ) . ‘
) 1. degree of dehydration ° ’ ]

N ° N o
. 2. etiologic factors.dete;ted . : _."7

; : 3. total amount of f1u1d Lp 24 hours “‘;; coo T
* . T - NP
o . 4, electrolyte concentratlon and content S
‘ ) R
5. route and rac@,of admihistrgtion T
— © o :
~ . ’d‘“". . . -
6. responses to therapy .
. ¢ . ;,/:/" s e . y
: i $+ 7. final dxsposal R
o . vy . e Lol ¢
’ ¢ } NoL e L ‘: -
’ ! N AP - -
N 5 . \\,‘4-’ o /('/; ) - et ) »
A - - . e 4.7 7
L3 [N \:“(’;/’/ - ’,’ = ,/.fi./ 0
' . R AT o {
< L ‘,//‘ . . v ".‘_’” »
S / o i A
. . AR {RIR LR
s . U R R Y
y " 4N
. . . "‘ \ | qE A
! b S .
L s
/ ’ - N ‘« N . | .‘.‘ ?\A.
P A * TR
A 34 AN n_;‘a':‘.‘./ .
. V. Ay H
- [ [CI N .
' . Ve ’
° i A \;-l
TR .
N Y T R
R AN " ;b
sy
. * PR % }
. - < i
» ¢ . n‘) "‘. -
\ k Ny b
. . ’ . '}’
v : ) ey LT
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4 c TRAUMA, suocx, BLEEDTNG

>

% (1) Ident1f1cat1on of the problem

b
I 3

|+ orderly manner.

H;story—-from patient or 1nformantn

Immediate evaluation of physical injuries and severity in an, "
(Checklist needed for type and site of injury-,

\ . recognition, and disposition.) - \&Also indicate time elapsed
o .. since trauma occurred.) . , . )
A .. 1. Head and neck s .
. : 2. Chest - o’ y
\ . . - 3. Abdomen .
_ 4. Extremities,
Time of injury g
Time of arrival at H.C, -
1}
t%{: N ,‘
- . R _fAdmitted | Referred Time
TYPE AND SITE OF INJURY - . * JRecognized: and ! to Treatment
’ - Rx at HC D H . Started
Head and Neck : S L 1 ;&{%‘,hfi
S P, . N ST S PR
1. Scalp lacerations ROR A IEURREITR B ) \
__ a.’With bone involvement RN
2. Major lacerations with efef%nd ’ -l - o
* ear involvement ‘ R
3. Cerebral concussion w1th br1ef .
logs of consciousness ) lf -
.a. No'Teuro findings | ot
- b. Return -of unconsciousness , e
", c. Focal neurologlcal signs K
" d. CSF leak (ear, hasal) - .- R
\ . .’l;.’.
Ta 4, Fractures oy
’ . ) s Ky
m/t v, Linear skull fractures--no \ ‘yf
/ ) \neurologlcal elgns Lo . .
.o 'b. -Maxillofacial w1thout dis- ‘
placement ;
c. With displacement. .
5. Penetratlng 1ngur1es of the
’ neck . )
/
4 - - -
R Y R
/ N ’
/ A
! \ El ¢
29

T

.
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C. Tfauma, Shock, Bleeding-2 ¥ |
) . > ) Admitted Referred Time
TYPE AND SITE OF INJURY Recognized and to Treatment’
. Rx at HC DH Started -
. : . A .
-
Chest
»
1. Contusion of the chest wall with |
simple. r1b fracture
" 2
2. Multiple rip fractures (with
flail chest)
3. Pneumothrax
4. Hemothorax -
5. Hemopericardium N
Abdomen . ’ ¢ e
————— =~
1. Blunt trauma with ruptured viscus t .
(stdmachv intestine, bladder)
‘Zf‘Concealed hemorrhage
3. Penetrating injuries .
Extremities f i '
~ ' 2
1. Joint, sprains . ‘
2. Fractures ' TR .
a..Undisplaced (of‘pelvis and R
extremities) . i )
- b. Clpsed, displaced i\ _ e
v c. Closed with potential ’ j
nou‘rologlcal or valvular in: Vi /{/‘ .
volugment . ' A
'.d. Open- - ' i L
3. Laceratlons ] B N
% a. Simple, e ' » S
\‘ b. With ‘tendon, nerve, or vascular = . T
involvement ‘ T
v ' ey

s S
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~ : .
C. Trauma, Shock, Bleeding-3
. ! = A
. (2), Initiation of emergency management according to patient status, at
" health center level. Use chart below, and also indicate time. '.

TYPE OF THERAPY IN IMMEDIATE MANAGEMENT

E;sen- Cor- kIncorr
tial Done rectiﬁwect
+ 1. Initial evaluation’ of magnitude of injuries . T - \{“\T
“ 2. Triage classification (minimal, immediate) e;c: ' \fk{£iij
3. Therapeutic approach . f e . . X
-4, Establishment of airway ‘ _ \

S. Establishment of adequate IV route

4 6. Type and rate of fluid administration

7.+ Attempt to stop external hemorrhage -

8. Monitoring of Rx approach

9. Indicated laboratory tests

¢

10. Antibacterial Rx and tetanus' prophylaxis

11. Adequate wound cleaning and debridement

v 3 -
12. Choice of initial or delayed primary clogure

13. Immobilization and bandaging of injuries

14. * Type and timing of pain relief
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{

D. ABDOMINAL PAIN o : A

I. Identification of problem:

Oriented toward:the recognition of an acute surgical abdomen,
intestinal obstruction, GI bleeding or progressive intra-abdominal
problen1 who might require surgical intervention within a short perlod
of time. Differentiation of this patient from one that might requ1re
medical observation or admission to the Health Center.

& . .o .

A - History: '3
. Pt's age ‘ . '

. Onset and duration. - . «
Location and radiation ’

. Character and intensity of pain

. Previous hrStory of similar symptoms and management
Current medications

. Associated symptoms

NN BN

a) Nausea and vomiting . -
A by Last B.M. |,
c) Urinary complaints.
. d) L.M.P. in the female -
' * 8.°'Previous abdominal operations?
9. History of hernias i
10. Weight loss . : b :
11. Change of nutritional, bowel and bladder hab1ts 5
12. Smoking and drinking habits

&

-

B - Physical Exam:

B.P., P., T and R p

. Jaundice

. Palpable mass or organs

. Abdominal tenderness, guarding, rigidity, rebound tender-
, ness, abnormal peristaltic sounds, distension

P-S I S T

- 5. Femoral pulses: or inguinal masses
- 6. Rectal tenderness or palpable masses
7. Description of stdols , _
- 8. State of hydration 4
9. Back andﬁﬁ V A tenderness
1o¢ Scars ’

II. Plan of care for the presenting problem. (E.g., determined that the care

-is not surgical but deserves hosp1ta112at10n in the Health Center.)

>

N ~ .

A - Ig1t1a1 Management .
1. NPO . : ' ’

"2, IV fluids - ‘ e
-3 Nasogastrlc suction, if per51stent nausea and vomiting
N ) 4, Monitoring of vital signs
U 5. Consigerations of relief of pain if no respiratory or -
c1rnulatory embarrassment.

6. Aﬂt1bacter1als, if indicated

Yo
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D. Abdominal Pain-2
B -Lab procedures <
- ' o \

111,
-1. Vital signs, monitor
2. I and O evaluation of adequacy of hydration
- -3. Re-evaluation of symptoms ’
5. Removal of nasagastric suction when peristalsi§ present and
"~ disappearance of abdominal pain, .nausea and voliting ,
S. Starting and progressive increase in feedlngs 7 ,
6. Recognition of. complications '
'
a) Persistent fever
b) Pain ’ . ‘
c) Persistent nausea and vomltlné‘
d) Development of rigid abdome .
e) Appearance of jaundice orsfiewly palpable abdominal masses
f) Bleeding i - -
i g) Appearance ofiabdomln distention .
IV, ‘Criyeria for Discharge , .
The recidivism or ben1gn1ty of process will become self-evident -

within first 24-40 hours.
of symptoms make referral to base hospital mandatory.

A

.
-

]

‘nglow Uﬁ: - :

1. CBC

2. Urinalysis
3. Flat plate and uprlght of abdomen
4, -Chest ‘X-ray .

}(if facilities available) .

Progressive development or relentlessness

P
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E. RESPIRATORY COMPLAINTS o A

, Points to Be Considered in Overall Criteria
/ . ( T ( N ) .

-

LA_'Identification of problem: :

A -'Problems to be considered: -

a) Identifidation of airway obstruction"
’ ’ b) Evidence of secretions

¢) Oxigenation problem

d) Bronchial sepsis

B - Criteria for Admissien to Health Centers: |

] This depends on the facilities of manpower and equip-
’ ment after the identification of problems has been re-
. . corded and orie§>ed.

s ~

"C - Referral Note

¢

Adequate plan of care

2.

A - Problems:' % i

/ - ‘1. Recognition of airways obstruction
2. Secretion -

3. Oxigenation

4< Sep51s

- H1storz .
. 1. Present and past history

AN Establlsh criteria for acuteness or chron1c1ty
. ) 3 Begree of 1ncapac1tat10n

=
'

" : . Chronlc oo :
b L, T 2 Acute . . c,
PN A . . . . ¢, . ‘
- . I + C - Physical - -0
. B . 1. Exp%e551on of ev1dence . ’
L ‘ a) Toxicity - ° , ’
) L * b) Physical |, N
© 4 - 1"
.o w» 2. Evidence of.obstzuetion ' )
WY - T ° .
' . N . ‘a) Evidence of .parenchymal involvement
:> ‘ . ! b)‘Evidence of arterial desaturation
v ‘ D - In1t1al Blan o . 47 .
s B . 1. Ba51c laboratory requlrements .
. . A’ M » .
- - - ‘ﬁ‘ '. H ,' “ wBC ) - - .t ~
Coyo o ‘ . . * Hematocxi

: a Culture

t: - . .
&nd stains "’ : ..




£ ) ) ) *
) R 1
E. Respirﬁtory Comb}gint-z L
2.~X-ray:ch§st‘ ‘ . { . .
% ) (depending on facilities available)

3. Hydration as indicated =
. 4. Antibiotic as indicated
-Type s :

-Criteria for jnitiating treatment
-Record time of-usage and discontinuation

»

‘i~

3.  Adequate treatment =~ . -, 7 - * .

. 1. Improvements ,of cljhical findings . - o

’ 2. Clearing of physigal findings ‘ .
- 3. Clearing of Rx findings: X

4. Laboratory evidence of improvement

. 4, Criteria for consultation _— 2

If improvement-is not evident or if any of the presenting
signs are worsened. ' o .

5. Criteria for discharge . e

6. Final disposition ° )

~

. «*

Establishingjffthe presence of underlying chronic disoraers
that might have contriblited to the present illness ‘s v

\

Appointments for follow-up clinmical

~ z

Follow—up°of historical, physical, X-Tay ané{labgratory findings

= ‘

’ The following checklist of indicators for the evaluation of respira-
tory disorders at the level of primary physician was also prepared.
T “* - . [A
- ’ ' v F
-~ R | R
*
5 9 , ’
~ - j-'
‘/.‘, -
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. . e .
"E__‘_. Respiratory Complaint - 3
/. £l -
HISTORY RECORDED o ‘ ‘_

~

i

?

&
0
£
&
-
<

-

~ - ¥

Patient's age

Time and .age of onset

Character of onset>- i

History of chronic cough if pyddmt

Y Previou§ episodes ‘or first episode
Previous hospital care: ~
Treatment used in the past or at present
Radiographic studi®es done in the past
History of.contact with i1l persons
History of special procedures and

treatment or -surgéry done

5F

<

~
\&;;. .

i

.

LT

T AT

A
o

PHYSICAL EXAMINATION FINDINGS RECORDEé T, i .

Yes " No
—_ ) )
— . VITAL.SIGNS -’Pulse for tachycardia
. -BP
- -Respirations for tachypnea
o - “-Temperature ’
- e DEFORMITIES OF CHEST - Bones and spine
- - . " retractions '
. PRESENCE OF STRIDOR-
., CYANOSIS - - | -,
‘ — - * HOARSENESS
T AUSCULTATION
. . PERCUSSION o - ‘
- ‘QUALITY AND QUANTITY OF SECRETIONS WHERE
. _PRESENT * * .
COMPLICATIONS BRI o e } ’
: “ 7 ACTION TAKEN' '
RECORDED IDENTIFIED REFERRED CORRECT OR -INCORRECT
- Yes  Na ’ - Uncontrolled £
. . ' L, Uncontrolled fever
- = ¥ : Hemolysis °
- o Severe dyspnea and
a - . ’ . orthopnea . ,
’ . ‘ ’ - Bnéumot orax Lt
) T n > T Lung Abscess .
: ' ‘ e . Congestive heart - -
¢ . . failure
Dol ) . Shock - /
Dehydration

tkllergic reaction
Confusion and deepening .
cyanosis :

1=
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E. Respivatory Complaint - 4

PLAN OF CARE RECORDED

Yes

1. Minimal laboratory
A. WBC, Hematocrit
B. Examination of sputum
C. Smear and gram stain of sputum
D. Culture
2. X-ray chest
3. Suction as indicated °
4. Hydration as indicated
.Type
Route .
. Antibiotics as indicated

ERRRRRRER
(ARRRERR

-Type given
-Given as therapeutical ,
-Trial or after a stain
was performed

-Length of ‘administration
-Time change
-Khy?

: Specific therapeutical

-Measures
-Bronchodilators
-Steroid criteriafor
giving it)
. Proper use of consultation
-When needed
.. Referral when indicated

DISPOSITION ON DISCHARGE RECORDEg\
‘Yes No

-Type of medication upon discharge

-Diet given on discharge

-Appointment given for H.C. clinig

-Disposition considered adequate or i
adequate for condition ’

2 4
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s
F: Unconscious Patient, and Convulsions
. ' UNCONSCIOUS PATIENT

Hospitalized

#

At local Medical Center
Reférred to UDH a
Referred to Private Hospital

If Hospitalized at Local Health Center

1. Associated with trauma by history
. physical and/or work up
2, Associated with bleeding and/or
shoclk’
3. Gerious respiratory obstruction
4, Respiratory paralysis
5. Urinary tract obstruction - :
.6, Evidence of meningeal irritation
7. Associated with serious systems
complications of any sort .
8. Evidence of focal neurological find-
ings wunrelated to stroke
9. The patient. recovered consciousness
in 24 hours after admission
10. The patient has transferred to UDIl:
within 24 hours
¢ . H
Criteria for adequate initial evaluation.
Higtory .
History of associated trauma
‘History of drug ingestion v
History of° expnsure -to noxious agents
Previous history of unconsciousnass
Length of unconsciousnese recorded
Family history of epilepsy recorded

Criteria for PE

1. Vital functions recorded
2. Inspection and palpation of the body
3. Size and reactivity of pupils .
—", Eyegrounds examination y
5 Signs of meningéal irritetion
6. Pocal paralysis
7. State of hydration

Criteria for Lab, and X-ray work
CBC done: ‘ - : v

Urinalysis done
X-rays of cheat

> X-rays of skull \ I

PN NN

Yes No

) « )

) « )

) )
« ) « )
« )- « )
« ) « )
« ) (.)
« ) ( )
(. ) « )
« ) « )
« ) ()
(') « )
« ) « )
« ) « )
L) « )
« ) § )
« ) )
« ) « )
« ) « )
i ) « )
«C ) «C )
« ) « )
) « )
() ()
« ) ( )
« ) « )
« ) « )
« ) « )
« ) « )

i}
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4 ) F. Unconscious and Convulsions a2
N & . .
‘Criteria for adequate initial plan of care Yes
1. Orders for clearing airvay (
2. Vital signs menitoring (
3. Feeding orders (.
4, Intake and output (
5. Consultations (
. 6. Excretory function , (
Criteria for adequate follow-up care:
1. Vital signs monitoring e (
* 2. Status of cardiopulmonary state . (
3. Status of excretions (
&, Larly mobilization - (
5. /dequate care of complications (
6. Status of hydration (
Criteria for discharge and disposition ' !
l, ldequate transfer note to UDH (
2, Patient feeling conscious and .ambulatory (
\ 3. PFebrile (
/.. Teeding problems (
5. o systemic complications (

CONVULSTONS

v‘vbvv

N N N N s st

‘Criteria for admissions:
Acute Convulsdons

1. First convulsion not associated with
increased intracranial pressure, nuchal
vigidity or subarachnoid hemorrhage - (
2. First convulsion not associated to

trauma prolonged unconsciousness or focal

findings (
3. First convulsion not associated with
_serious organ or systemic disease (

‘Chronic Convulsions

~

A o’

1. Not responding repeated seizures v (
2. Already work up at the Regional Hospital® ({
3. Anciconvyleants are available (
4. Associated with status epilepticus (

. 5. Related to head injuries ° — (.
Criteria for adequate pldh of care: ///
History' T s g * ‘{

~ Uistory of trauma or drug ingestion (

Focal onset - (

Beneralized seisure o«

) 29. P
Q 7 '

N Nt NN
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-
g. Unconscious and Convulsions =« 3

¥

Associated with exanthema
&  hssociated with severe headache or signs

.- ‘of increased intracranial pressure Ot

Physical Examination:

1.

2,
3.
l}o
5.
6.
-7

[a]
Ve

Vital signs
Condition of hydration -
Condition of skin

. 8igns of meningeal irritation

Oize and response of pupils

Focal paralysis
Eyegrounds examined
Focal paralysis

L

Adequate Care:

1.
< 2
3.
/'n
S
6.
7.

"

Orders for clearing airvay ~

vital signs monitoring

Protection against body injuries
02 therapy is indicated by cyanosis

Glucose IV
lMobilization early

Effective anticonvulsant drugs
Reports for abnormalities of level

of congciousnesgs
<

[Criteria oF Lab. is the same as for unconsciqus patient:]

COMPLICATIONS IDENTIFIED

.“\\

. |
pepressing of level of
.consciousness
Status epilepticug
Uridhry obstructio
Resplratory distress
Resp?%htory obstruction
Dehyd ation
Pneunonia
Abdominal distensio
Urinary tract infectyon
Status of the skin
Decubitus ulcers
Signs of phlebitis

4

Yes Q; No g
« ) « )¢ .
- - L -
« ) « ¥~ ",
.
<), ( )‘ ( ). *
— { ) ()
5 ) ) «C )
( ) « )
T ) « )
) « )
: JC ) « )
. « ). . « )
« ) « ) .
« ) ¢ ) g §
« ) « ) -
« ) . C )
« ) C )
( ) () y
¢ ) ¢ ) L
‘ (™) « )
.o (VP Ry &
Actioh:\ﬁke | '
Dgte Recdrded '. 'C6E§ggp Incorrect
’ N > .
N S () ¢ > '
= -« () O
’ ’ (7 Y
NS
) —~ « ’% “/\
> » ( ){ ( »
' () )
) ¢ ) ()
. L () (g ) -»
S0 §
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F. Unconscigus and Convulsions -}

FOLLOV-UP CARE AND DISCHARGE (this application for both, the-unconscious and ‘the

. convulsing care)
p ,

Follow-up Care:, Yes No L
1, *donitoring of vital®signs < C ) )
2. Mobflization of the patient O ) ¢ )
* - 3. Reported observations of level a . 5
of consciousness = « ) . « )
4. Laboratory and X-rays repoxrted . :
. and. reviewed ’ ( ) « )
. ' 5. Level of hydration ’ ¢ ) ¢ )
e 6.  Referred to medical center N
in time and adequate ( ) « )
Criteria £or Discharge: . g ' ’ 5 f/;7
. "1, No fever or systemic compliéation ¢« ) - , )
- 2, Mo signs of meningeal irritation Co
' recorded ) ‘ ¢ )
. . 3. Feeling conséious and no mental o
. disturbance ( ) - « )
. 4, Anticonvulsant prescribed for follow - .
up in the case of convulsions ¢ ) « )
- £y /"a’
° - ) ’ * *\\\‘ ¢ —
A ;‘u\ > a
£ *“ N E 3 -
v}
L4 . , L3
« i i '
.\ - i C , N
. “' t -
- i ' 3
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only good evaluator is a physician who studies the record--and the criteria

of quality practice in effect are in his head. The majority view was that

it is possible to determine adeqoate criteria in advance and that "evaluators"
may be merely data-gatherers who record according to predetermined check-
lists, regardless of the mode employed. The record form developed for '"preg--
nancy and neonatal problems' provides an eXample. On the one hand, much of
what is to be checked is a matter of records and an indication of their com-
pleteness. But in the case of complications, there is the added need for a °
Judgement to be rendered concerning the correctness of either (a) the local

action taken or (b) the referral made. (See page 21).

Another observation concerns the terminology used. The words "appropri-
ate,' ''mecessary," and '"feasible'" appear' repeatedly in the criteria, and of
course are qualifiers which have not yet been defined M precise performance
terms. In many instances the intended ''valued performancé" would depend upon
circumstances, and it may be that in an§ case a certain degree of subJectiVe
assessment of quality would have to obtain. (See the‘point of view referred

to in the paragraph just-a56ve.) ‘ -
r4

%

> In other criteria, tha _verb "to be aware of' is applied. To be knowla

‘ edgeable and aware is necessary to propetr action, but is not usually suffi-

Jc1ent in itself to 1nsure or ver1fy that needed action is taken. 'In a few

instances, the '"being aware Qf" is the apparent intent of the criterion, and
g 19

is suff1c1ent for what the Conference intended.

S‘\‘ . b

' A related cdncern is that\even whete more action-oriented verbs are em-

ployed, the level of acceptabla performance is not:-indeed, in, some cases,

may not be--1nd1cated In the Crltgrlon, "Conducts regular immunization

programs," there is not yet atgtandard fbr regular1ty S1m113r1y, as relates
to physician visitation, it is not‘cfear whether one visit to a pat1ent--at
home’, in hosp1ta1, at work~-wou}&~§gvgsfy thls cr1ter10n, ‘or whether somehow -
a series_of visits®s intended. 6& fhe'other:hand in the dimension cof-

cerning productivity, one cr1ter10n.1§ stated as\ "Meets all’scheduled®
clinic assignments'" and that is an ab ﬁiute and prgsumably meaﬁtra;}e requ1re-

b
ment, easy to determlne and to record. «\‘ A ; e
. N \" L :\"I

~
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} = criterion outcomes, was that in some instances it would be necessary to have
lless than absolute expectatlons. Where the phy51gian is asked to "1nsure
that all who should attend preventive clinics in fact do so,'" for example,
the réquirement is so stringent as"to p0551b1y defy adherence much less
measurement. In cases where the "demand " is meant to be so precise, though
some criterion behaviors (which reveal concern, attitude, or attlon) would
need to be listed--even if only one of them was needed to satisfy the require-

gnent .

SUBSEQUENT REVIEW and REVISION” ' )
7

*The compilation just discussed was submitted to the Core Committee and,

. - - - . A
Curso staff for review and revision, which occurred 1nlsevera1 stages.

The first step was to reorganize the outline so that two categories were
removed from '""Dimensions of Care' and placed under "Physician Characteristics."
These were the sections concerned with Participation in the Communlty, and
Productivity. It was difficult to determine just how to classify these two
dimensions, since both included traits directly related to actual. care (e.g.,

keeps adequate, clear records--and refers patients to other agencies...).

Howeveﬁ, most behaviors outlined here were more related to the physician's

- characteristics and sense of responsibility. <
. e
At the same t1me, minor changesqwere made in headlngs a few elements

were placed elsewhere in .the taxonemy, and two spec1f1c 1nd1c3}ors were Tre-

moved, from the outline. : g ”

& ' S : -~
In the’second stage, varlous members of the Core and Curso groups\set up

" criteria by wh1ch to review the- cpmp1dat10n systemat1ca11y They determlned

to: ‘ O
1 » ' o R ¢ .
’ ~

-rempve .all ppssible duplication.

-réorganize the; top1ca1 allgnmentg

’

-Yetain those cr1terib wh1ch represented manamal rather than -

ideal expectations, to match real1st1é 51tuat10ns ' gﬁ%;./
ww \ A

-remove items relating exc1u51ve1y to the functlon of the-
. [ 4

»
, Ve

. -~
LHC director PRI

-restructure the taronomy 50 that 1t would describe "the

general physician anyﬁhereu,énd»not just the LHC physlcian

ARy
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«  Working undér these requirements; members of the Core\Committee met on several (
occasions and concentrated on the content and topics which they could pull
from the earlier compilation; there was little emphasis at that time on re-
finement of the .performance descriptors or possible levels of performance.
To be sure, the Committee considered the*specificity of the statements along

with measurement implications, but the main concern was appropriate“topical .

coverage.-

H
i

»

L

Four- major areas wete identified in this restructuring:

Community Health

e

Services,’ Personal Health Services, Persona11ty (physician character1$t1c§§
This resuitedvin the

elimination of four dimensions which had emergedlfrom the or1g1hal conference,

and Situational .Influences on Phy51c1an Performance.

»* and a number of subgroupings of criteria.

The third step involved reconsideration of all the‘preceding review/
revision work at a formal meet1ng which made use of 1nput from other medical
and measurement personnel. TWo days were devoted to the detailed study of
the changes aiready made; to debate rewording, new reorgan1zat1on' and
measurement 1mp11cat10ns, and to a determination of the priorities. In _
partlcular, the or1g1na1 overall compilation (see pages 11-19) was analyzed

again and structured into final form in terms of Core Committee consensus.

The final outcome is presented on the following five pages, and rep- _

resents To be sure, there

the formal report adopted by the groups involved.
were some areas left incomplete or about which there was some uncertainty;
and it was recognized that work was 'still needed on spec1f1c1sy coverage,
levels of expected competency, and tHe like. This final product automatically

includes the record-forms earlier developed for several present1ng complaints--"

although that’ section .is not repeated here simce there was no

opportphlty

for the ad hoc hospital group.to revise this material.

-

The original--and
thus final--record forms will be found on pages 20-36. ii

i ¢
he S R ) <
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: \ CRITERIA FOR ‘EVALUATING QUALITY OF MEDICAL CARE l
s
I. COMMUNITY HEALTH SERVICES ' L

A. Community and Family Protection '
1. Keeps informed of environmental and soc1al factors that affect

community health, amd of action that. could be taken.

a. communicable d1sease outbreak (e.g., /hepat1t1s, 1nfluenza) .
- traces source : e
- immunizes
- keeps needed medicines on hand
- follows patients and contacts ' cel
.b. nutrition needs .
c. overpopulation problems
- counsels families
A . - conducts family planning program
- refers to existing agencies S
d. social pathology problems

- alcohol1am
- drug addiction
- divorce oo PN
- - - adoptipn ‘ T
) . - battered child
. -.children's neglect , - T

e. sanitary facilities and conditions _ -
f. air and water pollution :
. g. major non- communicable diseases.
- @ -
T8 _ 2: Takes measures to correct these factors where feas1ble
* a. communicable disease outbreak (see criteria above)
. b. nutrition needs
ST e overpopulatlon problems (see criteria above)

$;'Conducts regular immunization programs-fgr smallpox, DTP, pOLlO‘
and-meadles *

o

o H.‘Part1c1patai in general educational programs and efforts for
‘ individua®s, for commun1ty, and for other heilth care personnel
(before and after problems erupt), concern1ng
- communicable diseases
- sanitation® and pollution
- major non- copmunicable diseases
' - family planning

, S | - nutrition = : g/ ‘ \
[ - 1 N b -
.5. Participates in programs aimed at e réy detection of heart
(/T ) - disease, cancer, TB, glaucoma,.VD, diabetes

a, actively participates in clinics -
. b. act1vely participates in educational efforts

. ~ . ’
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B.

begzsratlon and Reqhirements of the Department of Health
3

. 3. Makes appropriate use of referral. systems

1. COmp11es with existing laws and regulations T
adequately .reports deaths and births . -
. prescribes and dispenses drugs and narcotics w1th1n the law

reports)on TB, syphilis, hepatitis, gonorrhe®a, cancer
reports on communicable diseases

Ao o

- » . [

Participation and Communication within the Total Health System

1. Knows proper channels for referrals, whether in private 'system"

or Department of Health syste ,

2. Knows how referrals are handled at hospitals and other agencies

N -

a.-refers at local level where Teeded

- from E.R. to OPD - - £
- to local private hospital : :
- to appropriate paramedicals

b refers to base (regional) hospital from E.R. or OPD

- refers directly by .name
- pregares referral himself (not left to a paramedical)
c. ‘prepares referrals which: =~ =-.

-]

- aré’ 1eg1b1e

= contain'history and phys1ca1 f1nd1ngs

- include reasons for referral

- include his diagnostic impressions ._
- show that he attempted to diagnose ~
- include any therapy already given

d. takes patient risks into account
e. asks for specific feedback from hospital or othertigéﬂcy

- arrival of patient
- medical report
- seen by right specialist - -

f. makes only necessary referrals

g. refers to_appropriate sﬁecialisf or office or institution

. 46
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~II. PERSONAL HEALTH SERVICES IN HOSPITAL AND OPD

RO A.' Maintains adequate clinical records

T 1. relates history and PE to chief complaint
2. diagnosis, lab results, and therapy agree in terms
of chemical data
3. .disposition is made clear
" 4. referral notes are appropriate, complete -
5. follow-ups are done (depend1ng on severity, therapy,
dlagnosed illness) .

B, Keeps clinical records ava11able, organlzed legible, complete
- C. Initial work-up
‘ PR 1. age - -
. 2. gets all needed spec1f1c data on presenting complaint
3. duratioh of itlness
4. associated signs and symptoms in adequate sequence
S. determines previous and current treatment (e.g.. medlcatlon)
y .-6. other pertinent history -
SRR 7. records PE_.ificluding pertinent positive and negative findings
R 8. identifies ‘the problem(s)
D. Plan of care L 5
1. initial{ decisiorns recorded
-2 “treats ediately in emergency and acute cases"
" 3. orders rel®vant laboratory work and procedures
V.. 4. consults as necessary
. . 5. provides proper treatment and follow-up ‘
L : a. diet
Tts< e~ . b. medigcstion '
' ¢. recognizes and prevents potential medical complications
. : and\makes the necessary decisions (e.g., early mobilization)
-7 d. contihued diagnosis, if indicated (re-evaluation of symptoms)
) e. insures proper supervision of patient's care (e.g., minor
-~-3>§;l‘\ surgery under aseptic technique)
IR f. protects patient from potential security hazards’ :
g. follow-up, depending upon treatment, severity, nature of
i problem -
E. Disposition of case i
e s 1. d;scharge orders recorded, with statement as to med1c1nes, d1et,
o ! “home care, exercise, hygzenlc measures
- 2. orders appointment for follow-up clinic
.. ne 3. plans for rehabilitation and records it
‘¥ai&\ oL 4. advises patient regarding...

S - . a..nature and duration of medication and treatment
. ‘nature of illness
side-effects of treatments
how to avoid relapse - ' N
types of activity perm1551b1e :
methods of self-care

b
C.
d.
e,

. o f. . ‘ .
. ' ‘ ) ‘ . .‘ - . . . Z\ N
. - . &, -

:'ll ‘.-,:.: T o ‘:}/ . . ‘_ 4”? ’ - B
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_THE PAYSICIAN AS™‘A PERSON:
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PROFESSIONAL‘ATTfTUDES & CHARACTERISTICS

¢

A. Physician characteristics . . .
‘1. Derives satisfaction from his work
_a. professional® . 5 ,
b. financial R
c. peer and colleague relatjonships
2. Keeps informed of latest developments in the proféssion
a. attends professional meetings (enumerate)_-»- -
b. keeps up with the literature (subscriptions, etc:.)
c. reviews Department and other statistics and regpg§§
d. availg self_gﬁ formid :instTuctional. opportunities for
self-improveément in knowledge and skills
3. Relates well to the community as a wRole
‘a. maintains communication between/communlty and pr1vate
3 practice and/or Health Center *
’ b. cooperates with civic authorities '
c. takes initiative in working for 1mproved health conditions
d. works with all 1dcal physicians, in pr1vate or public practice
e. knows the .community, its problems, and its resources.
B. Participation and communication in the “local community ) -
1. Exerts legdership at the local level D '
. 2. Gives lectures and demonstrations to community groups
"3, Belongs to locadl medical societ1es
C. Patient satisfaction o -
1. Feels satisfied that he hés-rece1ved good med1ca1 attent1on
from ‘the physician . .
a. physical examlnatlon (beyond locus of original complaint)
b. tre nt ~ . ' .
c. assis hce in preventive practices ’ .
d. follow-up (including hospital)
e. referral to other agencies '
2. Is satisfied with-degreé of communication with the physician
) ' S . ) 1
a. has chance to explain his complaints :
b. is encouraged to reveal all _pertinent information
c. is told the diagnesis
d. is, told why lab work is:ordered :
e. is told reaéons for and cautions with various theraples
f. is told about prqgn051s a'd rehabilitation . e -
3. Is

satisfied that there is minimal waiting time and delay

. g
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Policy and priorities -and-assignments established, by Degartment of
Health and/or local H.C. director (relating to communications,
admissions, personnel, referrals, treatment, finances', reports,
¢linics, morale, education, eff1c1ency, regulatlons, organization
of resources)

Ratios of MD's, nurses, paramedics to local population (both in H.C.
and in local private situations) and to size of H.C. hospital

Ava11ab111ty (permanent or on call or scheduled) .of trained ancillaty

-medical people:

1. consultants and spec1a115ts \T“
sanitarian

3. public. health. unit director :

4. medical records, clerk or librarian
5. health educator
6
7
8

[ 3]

. pharmacistsor aide

. dentist )

. ambulance driver '
9. social worker ° ' - . . '
10. medical techmiciang o

" 11. school nuyrse y

Safe, san;tary, ava11ab1e and well-maintained resources

1. Working space (1ﬂt1ud1ng consultation, nursery, wa1t1ng, operatlon,
* examination, storage, laboratory)’

2. Diagnostic and laboratory equipment (X-ray, EKG, suctlon, oxygen)

3. Medical, surgical, and other supplies

4. Transportation for patients (emergency, referrals, and supplles)

5. Hospital facilities and equipmen%, number of beds, ftc.

Patient load (5-10 patients per hour)

Absenteeism (10% apcepéable; above that,  totally unacceptable) *
Communication facilities, both lo?al and regional . ‘
Weekly schedule of phy51c1an, related to his respon51b111t1es

Efficient bed utilization depending on admitting complaint . ‘

1. efficiency.in handling case , :’ -
2. service orders . ®»_ o
3. consultation - - 3 )
4. surgical fac111t1es ool L C
5. equipment ) = e D '-"~7-~,.”_‘_

- - TEeLE s S T

Geograph1ca1 location of LHC and travel t1me to base hosp1ta1

<

-
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The final guidelines and criteria’are revised considerably from the .

injtial conference odtpdt:, As noted, the Core Committee operated under a
different set of assump£1ons when undertaklng the termlnal rev1s1on, partic=
ularly (a) moving from ideal expectatlons to more reallst1c ones and ()
changing emphasis from the Health Center phys1c1an to the general phy51c1an 1n

any setting. . . ‘ ' -

N -

‘

The revision resulted also in a reduced number of dimensions as well
as the 'elimination of*certain criteria deemed either unessential or un-
” > .
measurable. Moreover, the reorganization has subsumed certain dimensions

into others, reflecting a polnt of view about practice and assessment as

‘}well as the d1ff1culty the Core group encountereg in deal1ng with dimensions

~

. municable disease outbreak"--and page 41 where requirements are outl1ned:>

g -

as separate entities, ; ¥

\
-

A great measﬁre of the final product is still of cohrse topical*in
nature, and not behavioral "It is anticipated that a good deal of further
work would ‘be needed--as other groups ‘engaged.in similar endeavors have
experlenced--to put the mater1al into actual criterion form based on per-
formance 1nd1cators. In a npmber of topics the criterion behaviors are
not yet stated nor are 1e 1s of performance' indicated; whereas other topics
have been amplified by statements of actions to be taken.(See, for example,

on page 40,. the£§r1terlon 1nd1cators ‘for "takes measures to correct com-

’

for the proper preparatlon 0 referrals:) T . L,
w %;“ t ) s e
* . Another observat1on b thatn-for eﬁ% present anyway--even certa1n. ‘e

o .
topics have been removed from the ta;pnomy which might later be reinstated. |

j
For example, the handllng of preveht1ve clinics .in the LHC; the _prgper use -

,

of medicings; certain of the leglslatlve or departmental requirements; the
«distinction between OPD and hospltal practice. As any further work may be
done with the critefia, it may be desirable to develop a _section spec1f1cally .

for the "Spec1ar'responslb111t1es of LHC phy51c1an Actually, a number of

-

such'references exist in the final Commlttee document but are not yet organ-
® . L
ized into a special sectlon. s

.
“

g ~
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‘ . .
The present structhre may certainly sérve as a base for additional work:
in spgcifying performance standards and thereby coming closer to a statement
of what is, and is not, feasibly measurable--and by what means. Thg speci-
fication of particular behavioral indicators (with attention to sequgnce,
level of operation; different but equally satisfactory criteria, and organi-
zation into acceptable dimensions) is a difficult and continuing challenge.
With fgspect to the several,''presenting complaints,' of course, a*gdéd deal
has already been acgomplished in this direction, where, for example, the
search for complications is emphasized (through listing specific topics or
behaviors), and the unique elements of diagnosis are_gu#lined (as opposed
to a ®general work-up"). Different approaches are utilized for different
complaints, however, and further study might result in consensus on format,
sequence, mode of recording, and most impdrtantiy, the areas of judgement
variously included in the present outlines (essdntial, not es3ential; done

corréctly, done incorrectly).

POTENTIAI®¥USES OF CRITERIA

) Several values would appear to inhere in the products of this activity.
Whether they are topical outlines, specific performance indicators, or dimens

sions of the provision of medical care, the outcomes are potentially useful

in various ways. (Actually, the activity itself may have had positive re-

' percussions, in that (a) a large group of medical personnel met and pro-
¢ )

duced a common product, (b) a first step was taken in the difficult task of .
performance specification, (c) attention was paid to the measurement impli-
cations involved, and (d) a number of Puerto Rican medicos became better

acquainted with the University's specialACurso de Perfeccionamiento and its
3 . . L .

aims.) ' - )

If all the products are considereai-from the initial compilation of the
Conference work, to the final revised material, to the disease-oriented per-
formance requirements-jtheﬁ_the ollowing potential uses may be listed for
the '.t'op_ics and criteria: i . - .

]

- clw-ﬁﬂey'provide a framework for developing an assessment approach

to the work of physicians--in general practice or that group
— specifically iocateg in the local Health Ceriters,

- -

o sy I
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2. There is poten{g;l here--through the actual products as well
as the process which led to them--for assessing the quality of
care provided by other groups of physicians, as well as that pro-
o .

vided by the system(s) of which they may be a part.

3. They may aid in emphasizing, in regular.and in continuing medical
education programs, the hea}th-consciousness and patient-con-

sciousness which are-increasingly important_at this time. :
? . f
-~ .

4. There is possible utility in-the development of various course
guides and outlines, and they may aid in determining priorities

in continuing education programs.

5. For the Department of HealtH there is a potential use in
developing definitive job descriptions for those assigned 19
® - LHC's or other facilities. ) ,,/k*//'f

P .

6. The Department might also see a p0551b111t;/;f assigning
phys1c1ans in terms of the dimensions of care they excel at;
thle'of course is a long-range potent1aI$,byt even at this time,
selective ‘assignment according to preferences or indicated

’ skills might be considered.
&

7. Other potential applications in the Departmént are their use in
/ various training.programs, ‘and in the standardization of record- -
keeping procedures or referrals. ' ‘
J Y ! »
8. The Ropics and criteria may be useful, at a‘latef time, in any
liongitpginal study of physician - training and performance undertaken
by any group on the Island. .

B

- ’ ‘9. The products of course might be valuable to individual physicians \5

> to use for even a beginning at self-assessment in general practice.

10. The Medical School, in any work in new currxcula, m1ght-match
f
the regular program--whether for general preparation or spect ‘

the topics and criteria against the obJectlves and chten

zation. This might highlight any needed revisions in .the medlcaf
curriculum, or possibly in priorities or sequence.

11. The continuing Curso de Perfeccionamiento . ,(now-known as the Curso *

. LN ¥ de Actualizatién Médica) may find clues for restructurlng the course
or its emphases, or in-providing particular training in community.
Q health areas. .

ERIC \ . 52
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"Special Committee for Developmeht of Criteria
of Competence in-Medical Practice ’ '

R Subcommi ttiﬁ
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A. Hospital Medical Practice . . o

.4

Carlos-Girod, M.D. (Chairman) —

Mr. Prixedes Norat .
Margarita Ciceres Costas, M.D. ;
Mario Garcia Palmieri, M.Ds .
Luis S4nchez Longo, M.D.
Juan J. Hern4ndez Cibes, M.D.
Jy A.-Alvarez de Choudens, M,D. ’ .
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Aniba] Lugo, M.D. . Py
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Francisco' Veray
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B. Ambulatory Medical Practice }

Manuel Soto Viera, M.D. (Chairman) . , ‘ .
Jos& Ibafiez Morales, M.D. ‘ .

Luis °'S. Miranda, M.D., Chairman of the total Special Committee
Lillian Haddock, M.D: -
Frahcisco Oliveras, M.D. :

Marta I. Valcarcel, M.D.

Ralil Costas, M.D.

. - Ibrahim Perez, M.D.

ETS - William Kastrinos, Ph.D., and Ennio Belen-Trujillo ,
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1
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. C. Community Medicine )

Rafael Rivera Castano, M.D. /[ (Chairman)
Guillermo Arbona, M-.D.

Jorge Ferniandez, D, D. S. . .
Herber Rosa Silva, M<D. - .
Antonio Ortiz, M.D. . . o ; |
Juan A; Ros€l116, M.D. - ' . T
Ramén Santini, M.D. : ) \ . -
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//7‘ 3 g
THE CRFYERION:- PROBLEM IN THE
EVALUATION. OF PHYSICIANS

J. A. Davis

. /

The Medical School of the Unj ersity of Puerto Rico has forty e1ght» ! e

-

4 phys1c1ans with foreign medical traifling or foreign licenses who are Just now -
completing an ambitious six-month 'curso de perfeccionamiento' or retraining )
program. It i;\expected that they 1ll serve principally in Island health
centers where the need for physicianhs is acute. G%od pedagogy--and the sponsor
(the Nat1onal Center for ﬂealth Services Research and Development)--demand
careful evaluat1on of this new and greative solutlon to a pness1ng manpower

need, for this is but the first of a) series of programs.

- The doctors in the Curso have taken the\licensing exams of the Board of

) *Med1cal Examiners at least once, and 11 have-failed to pass th1s minimum
standard. With the courSe behind them, ‘they will shortly retake the licensing
exams, and certa1nly their performance now\ifter retra1n1ng will Qﬁﬁi&ﬂe some

evaluative criteria as to the ,general effectiveness of the Curso.

Other evaluative poss1b1l1t1es were built into the program from the

beginning. As many” of you know--because you helped with the effort-~twelve‘

tests .in as many bas1c science or cl1n1ca1 sc1ence ‘agreas were developed by ‘ﬁj?‘r~é>
select faculty of the Medical School, fdllow1ng careful def1n1t1on and spec1-

f1catlon of what the cr1t1ca1 knowledge and ab111t1es in each of these areas

should be. Jhese tests wére administered to the studerit phys1c1ans before

the Curso began,.and an anglys1s of incorrect angwers was provided- to the pro-
gram planners and administrators. Now, with the first course ending, the
student doctors will (this next Saturday) retake these teEts, aqd we will

then be able to observe for these Physicians, separately and collectively, )

the changes that may have occurred, and also the areas whefe no change has

,

taken place. . : . - Y

Although these two evaluat1ve poss1b1l1t1es--performance ‘on the licensing

2

examinations andson the. retest of the special UPR Medical Knowledge Tests--

»

v

seem quite valuable, there are still some rather serious problems that we feet -

cannot (like El Pato) be ignored.




4

. L % . '
To cite an example: There is a carefully suppressed study at an elite

*‘engineering school in the northeastern pnited States that found a nega%ive
or'inverse relationship between test-based grades in the program and later

_ Success on the job as medsured by supervisors' ratings. Performing well in

- college, OT on tests, may not be the Rame as performlng well in the “real 1life

‘.
Y [4 .

« 51tpat10n. .

) "Another aspegt of this limitation is that tests are infested with some-
\ ., thing we may call not too 1naccurate1y "tkst -taking ab111ty " A study by
Dr. Edward Cureton of the Uhiversity of Tennessee found that 90% of the reli-
able variance in tests of achievement (after specific training) could be
explained,byvdifferences in scholasgit aptitude unrelated to the training thaé

had been given.

A more critical limitation .of leaning‘foo heavily en the evaluation pro-
cedures outlined thus far is their possible contribution to forces that
prescrlbe "teaching to the”test' rather than to the complex act1v1t1es and

/, responsibilities of the phy51c1an in pract1ce--act1v1t1es and respon51b111-
: ties many of wh1ch are probably impossible to transfer to paper-and-pencil
testing. This is the major flaw in one other program of retraining phy51c1ans
1n the States, where the goal is training in English 1anguagé/fac111ty and .

. 1n "test -taking." .

. . For the purposes of the UPR program go beyond aiding some unfortunate

‘people to attain a value credent1a1 Pr1nc1pa11y, the goal is te 1mprove ‘the

quality of medlcal care on the Island, by prov1d1ng a. new supply of capable.

phy51c1ans 1n areas of cr1t1ca1 manpower shortage, at a reasonable cost, and

in a short time.

, ) This means ‘that we are concerned not only w1th what the phys$ician knows;
.and can report on tests, but also with what the phy51c1an ‘does in his pro-

al

fessional serv1ce. Our basic questlon becomes "What is a good phv51c1an°" .

v

and this ‘we must answer before developlng measuring techniques to study and

- attest varying degrees of goodness, and to prov1de feedback for 1mproyement

N of the Curso. =~ ' o .
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I am generally distresSed to find that if this basic question is posed .
or by those who

(by myself to a phy51c1an of some well-earned reputabilit

Y
have previously reported attempts to evaluate quality of Jedlcal practhe)

some common and simple problems emerge that assure the basic questlon w111

not be answered satisfactorily. One of these is the tendency to thlnk of

""goodness' as a unitary whole, when in fact there are many dlgferent dimen-

of the physician in practice) "What are good qualities, or for that matter,

what are good qualities in particular situations?" A -‘physician may be good

in one type of.activity (e.g., diagnosis) and poor/in another (e.g., patient

care)} or, a particular quality may be relevant in one situation and not in
s

another. The task before this distinguished gréop is the specification of a

variety of dimensions, that together bear on effective and efficient health

' —

care. Yl . %

/s
Another common difficulty, that I believe the literature review you have

b
been provided will show, is that we tend to be vulnerable to taking those

particular convictions of thipgs-we believe we do well personaily (and that

other phy51clans do not), and equating them to the most e$sential components

: oﬁ qua11ty "As different 1nd1v1duals have attempted to speclfy or assess

essential qualities, they have developed very different constellations of

qualities (if indeed they do not flounder on the error of assuming unidimen-

sionality!).

It therefore seems critical that in the task before us we welcome.and .

relish differences among us in what begins to occur first in our individual

thinking as important qﬁalitative aspects. We are blessed here with many

unique capabilities and talents; we are secure enough to express our convic-

tions openly. But by the end of our three days, we need a varied schema for

criterion specification, and a structure that the measurement technician may

begin to help you transpose to reliable assessment procedures.’ In short: we

.. should not, must not, refer this problem to the specialist--either medical or .

measurement specialist-:but must assume collectively the responsibility,

and trust that varied points of view and group commltment will produce a more,

satisfactory answer than any heretofore achieved.

There are several kinds of structures for qualitative dimensions that we

may con51der. One would be concerned with the content of pract1ce. This might

sions of goodness. Our quéstion becomes (in terms of the total activities .
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have components of technical competence in given frequent situations, ‘effective-

ness of treatment, appropriateness of referral, and the like.

-,

Another kind of structure would be that which focuses on the delivgzx of

<

serv1ces. What are the numbers of patients treated or what 1s the state of
community health visibly related to the phy51c1an man-hours devoted to various
activities? That is, "quality" may seem to demand looking into the eyegrounds
of every presenting case, yét reduce the number of patients that can be seen
in a given period of time; or too good phy51c1an patient relationshipS may

attract many patients with superficial complaints. A

~y 7

4
In our consideration of structure for our criteria, we will also want to

try to specify those subtle aspects of personality or personal style that may

" be relevant to qualities of performance., These may involve such,traits as

thoroughness, sensitivity to the emotional: state on the patient, personal

Id

stability, ethical makeup, and the like. ' R Py

Related perhaps to matters of personal style are the more compiex or inte-
grative skills-’the ability to define a proper practice in a given setting,
for example, or to have a varied repertoire of responses and the capability

to use the most appropr1ate in a part1cu1ar situation.

We may frequently find it useful to consider the common errors or failures
that, from our experience, we know are often made. The unused E K G apparatus
rusting away, the one-time prescription of hormones, the high infant mortal-
ity from untreated jaundice, and the like, may suggest components and dimen-

sions that are quite critical to assess.

A final consideration that I wopld like to place before you is that
attention needs to be given not only to qualities of performance and to in-
dices of productivity, but also fo'the consequences of particular behaviors
by the physician. A physician who is active and diligent in informal com-
munity health roles may err in diagnoses or be able to see fewer patients, but

may achieve popular and effective support for an augmented health center..

The "test" we must build this time is thus remarkably different from the
UPR.tests of medical knowledge and the licensing examinations. We are not so
much’ concerned with an inventory of factual knowledge which the physician

should have but may or may not apply, as we are with what he’does and how he
N . . . ¢ . .

0t )
&
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does it--with what benefits and with what deficiencies as compared with alter-
native-gptivities. We shall be concerned not so much with what answers should

be given to what questions, as we are with whatiwe can observe of the physician

.and of his patients, of his records, of the visible results of his practice.
T 4

What, then, are the many elements of quality of practice? What are the
most effectiQé solutions the inhividual physician can make to the health'neeas
of thé Islénd? What can he do toward the ultimate goal of increasing the prob-
abili%y that training and other professional activities will improve their
varied effectiveness of physicians in service? It is not only a matter of life
aqd deagh, but also a matter of achieving a maturity of the disciplin qf
medical praétice that few others have had the courage or the ability/to carry
very well. All our advisers tell us--as does the HEW financing of this con-
ference--that you good people here just may be able to'do it in fine style.

If so, the ramifications will go far beyond the shores of the Island.

[

-



center, the conditions. under which he practices should be taken into consid-

APPENDIX \C
N
Adequate Utilization of Facilities and Resources

(Department of Health Guideline’ Adopted by Subgroup A)
4 4

I3
LS

In the evaluation of performance of a physician practicing in a health

eration. Facilities, equipment, financial resources available and para-
medical personnel all™ have a great 1nf1uence on the quality of care he can
render. .

¢
\

The following items on the utilization of Facilities and Resources,

can be used as a checklist (with yes or no arswers) to help in the evai-
uation of the physician's performance. .

A.

B.

C.

‘4, Responsibilities, wherever justified, are delegated by highly trained

Conditjons of Physical Plant and Equipment‘

1. Modern health center, with up-to-date equipment; with adequate space
for all services

2. Obsolete facility; lack of space, outmoded equipment with poor state

of maintenance

3. Conditions of physical plant and surroundlngs are sanitary, safe/and
attractive : .. e

,Manpower Resources (Medical and Paramedical Personnel) ////

1. Health center adequately staffed (2 employees per bed)

2. Numbers of professional and technical personnel for-a 22-25 bed
health center:

" (a) Physicians -- 4
(b) Nurses -- 8 i
(c) Medical technologist or Microscopist {Lab. helper) -- 1.
(d) X-ray technician --==--eoocommmmooimm e 1.
(e) Pharmacist or pharmacist's ai ;
(f) Medical record clerk --=-=---<“----- L e L
(g) PraQtlcal NUISES ~=-==e-ermmemecccmcceccanan Semmmeee-

3. Personnel are well trained to do the1r jobs

personnel to those with less specialized training )

5. Continuous in-service training available for the personnel

' 6. Incentives available on the basis of individual merits .

7. Morale is high, as Judged by low absenteeism and low turnover

Adeqpate Utilization of Facilities and Resources

1. Patients are hospitalized who can be treated as outpatients

2.’ Patients are hospitalized who should have been referred to
Regional Hospital -

3. Only those patients who can benef1t by admission to health center
are admitted .

o9
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4. Patient's stay in health center is reasonable, according to his
diagnosis, with an average of 3-4 days per patient
5. Occupancy rate of health center is reasonable, within the following

limits: g .
Health centérs with fewer than 2§ beds ------------- 50-60%
Health centers between 26-50 beds mUmsmmmmmmmmsoooes 60 70%

Health centers over 50 beds - over 70% occupancy
6. Admissions to health center are appIOX1mate1y 1200 per year
(22 bed health center)

D. Financial Resources
1. Appropr1at1on for operation of health center is distributed on a
12-month basis
2. Supplies are -purchased through b1dd1ng
3. Selection of~med1ca1 equipment is made in consultation with medical
staff
E. Laboratory and}X-ray Services ¥ -
1. Modern equipment available for laboratory tests to be performed at

health, center . -
2. X-ray machlge available, in good operating condition ™"
. 3. Technicians“available to operate equipment )
4. Phys1c1ans'§requests for laboratory tests and x-rays are fo;)owed
promptly 3 ' .
S. Ratios of ldboratory tests and x-rays taken on patients admitted
. are within acceptable ratios {to be established) NP
" F. Pharmacz

1. Pharmacy well-stocked for the needs of in-patients and outpat1ents

2. Formulary adopted and in_use by medical staff .

3. A pharmac1st in charge . . o T e

4. A pharmacist's aide in charge ’

5. Drugs not indicated are not dispensed; e.g., novaldin, tetanus .
antitoxin, sodium amytal f izures ’

Patients Records

1. Record room® ample, well -located, access1b1e to med1ca1 staff
2. Records kept in an orderly manner
3. A.trdined person in charge of record room ‘
4. Medical records kept up to date, completed, and according to
P.A.S. standards .
L 4

Qperatlng Room

»

1. Well- equ1pped used for minor surgery only in the 22 bed health
center .

2. Major surgery performed 1n health centers over SO beds, where a
properly trained physician or a surgeon is available.
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